role so that true collaboration is brought nearer.
In the attachment schemes each psychotherapist is attached for at least two years; it takes about six months for the relationship with a group of general practitioners to become secure. In a secure relationship problems which patients present can often be discussed before they become an 'illness'. The pattern established enables general practitioners to discuss patients without the attached worker necessarily seeing them at all; sometimes they may see them for one or a few sessions in order to make a fuller assessment, while the general practitioner continues to handle the situation, possibly referring for longer-term help if need be. This has a 'ripple' effect with development of increasing skills and increasing tolerance of uncertainty.
The doctors' main tool is listening -it is much easier to talk. The psychotherapeutic approach, appropriate to general practice, allows the patient to feel understood at a deeper level. The stages in this approach can be summarized thus: (I) to understand what patients are trying to say and how they feel; (2) to allow patients to feel that they are being understood; (3) to let them gain some confidence that they can be 'held together'. This can be for short-term 'crisis support' or on a longer-term basis.
One of the main objects of training made possible by this sort of attachment is to appreciate that no one discipline has all the answers.
More than twenty contributors from several different disciplines took part in the discussion. Dr John Quarrie (Morpeth, Northumberland) pointed out that Dr Hasler's results, which compared 'before' with 'after', lacked controls. Dr Hasler agreed that this was a problem, but pointed out that the figures were retrospective, i.e., that none of the doctors were conscious that their referral and prescribing habits were being analysed at the time. He did not claim that the changes were entirely due to the presence of a counsellor. Another speaker pointed out that
Doctors and sexual disorders 1
Can doctors cope with sexual disorders? Such was the question to which the Open Section turned its mind at a meeting on I December 1980. As is usual with all discussions concerning this primeval instinct, about which so much is written, no c1ear-I Meeting of the Open Section, I December 1980 0141-0768/81/050390-02/$01.00/0 there were other studies which included controls which showed similar reductions in psychiatric referrals when a psychologist/counsellor was attached to a practice.
The question of whether the general practitioner should 'do it all' or refer patients to a counsellor or psychotherapist came up repeatedly with several voices echoing Dr Brook's point that the main gain from working with an attached worker was the increased awareness and skill of the general practitioners concerned -both in handling problems themselves and referring appropriately.
Dr C Hodes (Borehamwood, Hertfordshire) suggested that with increasing awareness of psychosocial problems and steadily increasing prescriptions for psychotropic drugs, there was urgent need to improve general practitioners' skill in coping with these problems. The attachment of a worker with psychotherapeufic skills to groups of general practitioners throughout the country seemed to be an appropriate and necessary development. cut answer was forthcoming, but some interesting points emerged.
Doctors would appear to be among the more obvious advisers in this field, but are all of them trained for this purpose and willing to undertake such work? According to Dr Elizabeth Stanley, Lecturer in Human Sexuality at St George's Hospital Medical School, London, the answer to both these questions is in the negative. Thus, she reported that, as far as she was aware, at only two medical schools in the country, Edinburgh and St George's Hospital, do the hours of instruction in sexual function and dysfunction reach 20 hours -20 hours at Edinburgh and 22 at St George's Hospital; whilst in only a few other medical schools is there even limited teaching (under 10 hours) in the management of sexual problems. Up to the present, the only available post-graduate training carrying with it any form of formal recognition has been that offered by the Institute of Psychosexual Medicine, and this is restricted to doctors. The value of multidisciplinary training, however, is now becoming widely accepted, and St George's Hospital Medical School plans to start a multi-disciplinary diploma course in sex therapy in October. Formal recognition is also being sought for training already taking place in Edinburgh, Manchester and Southampton.
Dr Stanley's experience at St George's bears out a survey in the 1980 Reith Lectures which showed that a third of all recently qualified GPs felt that they should not have to deal with their patients' family problems. Of those students who do not attend her course, many say it is because they feel that the subject is irrelevant to medical practice.
Overall, her conclusion was that 'simply on statistical grounds, doctors alone cannot cope' with the problem. 'Nor', she added, 'are they always the best equipped to cope, as the very nature of their training can inhibit the development of those qualities of personality most necessary for effectiveness as a sex therapist', though she did admit that 'there are certain advantages in having a medical background'. It was her contention, however, that, given adequate training, effectiveness in this field 'is more dependent on personality than on any particular academic background', though she stressed the importance of adequate medical back-up for non-. medical therapists.
Although some patients may choose to seek help for their problems from their general practitioner, others, she noted, prefer to go elsewhere: to a clergyman, a marriage counsellor, social worker, or the like. Training in the subject should therefore be widespread. She suggested that there were three different levels of training. The first would simply enable the professional to identify sexual problems and make an appropriate referral, and should be included in the basic training of all health care professionals concerned with the quality of human life. Level two would be for those who may wish to undertake limited management of sexual problems (hopefully including medical students), and the third level would be for those intending to specialize in sex therapy.
Her co-speaker, Dr Eric Trimmer, Editor of the British Journal of Sexual Medicine, was quite convinced that properly trained doctors were capable of dealing with sexual disorders, provided they (I) are comfortable with their own sexuality;
(2) understand the basic facts of sexual anatomy and physiology; (3) are able to pass a vaginal speculum, take smears, examine the central nervous system, and have a fair working knowledge of endocrinology and pharmacology; (4) possess competence in counselling skills; and (5) have a sense of humour.
Inevitably, in view of the vastness of the subject and the shortness of time, relatively little attention could be devoted to the contribution of marriage counselling. However, as has recently been pointed out by a surgeon's wife who is a marriage guidance counsellor: 'sexual problems form a large part of marital difficulties and an effective early response may make a great difference to the outcome of the marriage' (Hopkinson 1981). She adds: 'People seek help for marital problems in different ways, but many turn to their GP, often asking indirectly by presenting a physical or psychological symptom so as not to "feel a fraud". It is important that the GP is able to respond well to the first approach. It may not be repeated, and it may precede a crisis'.
There is increasing help available in this area. In 1978, the British Association for Counselling (Rugby, Warwickshire) published a directory of agencies which would welcome referrals and which offer therapy for psychosexual problems; whilst in 1979 a Consultative Document on marriage guidance, 'Marriage Matters', was published by HMSO. 
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